the real obstacles to a renal transplantation programme, which should be rapidly expanding and for which there is such need. Such expansion will not occur until there is an improvement in the nursing establishment and medical junior staffing on the average acute medical or surgical ward, particularly in hospitals where the actual renal transplantation is not done.-I am, etc., JoHN GARFIELD Wessex Neurological Centre, Southampton General Hospital V.D. Statistics Sm,-When will producers of television programmes on Venereal Disease (B.B.C.2. 17 November), some of the participants, and unfortunately the authors of otherwise admirable papers (Dr. R. A. S. Wigfield, 6 November, p. 342) leam that statistics produced by venereal disease clinics can be most misleading unless explained? The figures widely quoted represent infections or conditions and not individual patients.
In the last few years the number of conditions recorded on the annual returns requested from the clinics by the Department of Health has increased considerably. Obviously if we increase the number of diseases recorded the figures must rise, and multiple infections, especially in womenthat is, gonorrhoea and trichomoniasis, or gonorrhoea and moniliasis, or all three, or even more all added to a grand total must inevitably give a distorted view of the overall picture. A quarter of a million registrations does not mean a quarter of a million people.
Surely the first thing we must do when dealing with such a highly emotive subject is to define our objectives. Do we want to disseminate knowledge or fear? The increase in gonococcal infections alone is bad enough without overstating the case even by inference, and it is difficult to see that exaggeration serves any useful purpose.-I am, etc., LESLIE WATT
Manchester Royal Infirmary,
Manchester
Provision for the Mentally Handicapped SIR,-Campaign for the Mentally Handicapped is disturbed by some of the conclusions that Dr. D. C. Jones (13 November, p. 429) has drawn from his visit to services for the mentally handicapped in Denmark and Sweden. He says their hospitals are overstrained because parents are not anxious to accept their adult children home-even though social services in Sweden are extremely well organized-and concludes from this that "the majority of parents and relatives of patients still favour hospital care."
As an argument for retaining the present British hospital service for the mentally handicapped this is both disingenuous, and unfair to the Scandinavians, who have not only given us the only coherent principles of care for the handicapped we have to work from but are translating those principles into practice at a rate which puts us to shame. The Scandinavian principles of "normalization" demand that mentally handicapped people should be offered as nearly as possible the experiences and opportunities that the rest of us enjoy. This has led to a range of residential care in which the central homes Dr. Jones visited form only a minor part. The main emphasis is increasingly on residential facilities in the mentally handicapped person's own locality, drawing on normal community provision for their services, and offering-as do the central residential homes-social and educational training rather than anything we would understand by "hospital care." An important secondary principle is that the adult mentally handicapped person should have the right to leave his family home and establish his own social context, just as we "normals" do.
Dr. Jones points out that the Scandinavians have not yet always provided the locally based residential facilities to make their principles practice. But he cannot in justice conclude from this that parents and relations prefer hospitals. The only point that can fairly be made is that they opt for residential provision for their adult childas is their right, and his-and that hospitals may be the only places which yet provide this. We know of no research in any country which shows that parents, given a free choice between small local homes which offer their child a continuing link with his community and a necessarily more distant hospital composed of a large number of mentally handicapped people, would opt for the latter.
It is important to establish this point. The Government's plans, in Better Services for the Mentally Handicapped,' envisage a parallel development of locally based residential services by both hospital and local authorities. Campaign for the Mentally Handicapped believes that this dispersal of mentally handicapped people into the localities they belong to is the right pattern for the future. We are all aware that if the Scandinavian local residential services can be said to be inadequate, ours do not yet exist. If workers in the present hospital service seek to defend the existing pattem of residential care by drawing false conclusions from Scandinavian practice, the task ahead of us in establishing the new service is going to be made even harder than it need be. Caroli's Disease SIR,-The cases of focal congenital dilatations of the intrahepatic bile ducts described by J. Caroli et al.1 differ from that described in the interesting report by Dr. M. J. Kelly (13 November, p. 407). Caroli's patients showed relatively normal extrahepatic bile ducts, quite different from choledochus cyst. The segmental intrahepatic duct dilatations were either superficial or deep within the liver parenchyma. Some contained areas of calcification. Jaundice in this disease may be due to ascending cholangitis or passage of a calculus into the common hepatic or common bile duct. Any patient with ascending cholangitis may develop intrahepatic abscesses which communicate with the bile ducts. In view of the long history of cholangitis in Dr. Kelly's patient it is possible that the intrahepatic duct dilatations demonstrated are related to abscess formation rather than true congenital dilatations.
Associated findings usually present in Caroli's disease, not mentioned by Dr. Kelly in his report, include hepatic fibrosis (usually present, according to Caroli) with portal hypertension, renal tubular dilatations resembling medullary sponge kidney, and undermineralization of the skeleton as in any patient with chronic liver disease. As Dr. Kelly mentioned, a choledochus cyst may involve one or more of the main hepatic ducts or the common bile duct. However, Caroli's disease and choledochus cyst are two different diseases with different radiological appearances. Caroli's disease may be mimicked by multiple abscesses communicating with the intrahepatic ducts. So far each patient has been highly gratified with the operation and its results. All have lost their presenting symptoms such as breathlessness, bronchitis, and backache. All look healthy, and with their restored mobility two have returned to employment previously abandoned owing to their obesity. They all eat as much as they wish; a habit in which they have not indulged without guilt for some years. A further notable feature has been their social reacceptance; grossly obese patients tend to be cast out by their family or friends as well as being the laughing stock of the community. The obvious reversion to more normal clothed bodily contours has overcome this social disability, or is in the process of doing so.
With regard to the technique of the operation, I prefer to use a 6-8 in (15-20 cm) midline incision, closed with stainless steel wire, rather than the transverse "melonslice" approach, deferring apronectomy to a later date. In this way there have been no problems of seroma, haematoma, dehiscence, incisional hernia, or postoperative respiratory difficulties. The operation is hardly formidable, though good strong retraction is necessary.
Though jejuno-ileostomy is still regarded as an experimental procedure, I believe that the "14+4 operation"' has now been performed with satisfaction by a sufficient number of surgeons as to justify a place in the management of gross intractable obesity. Not only is it effective and relatively uncomplicated, but it also has the advantage of being reversible. The main proviso to its use in selected patients is that they should be followed closely for several years to detect early any of the potential nutritional and metabolic abnormalities which may arise. 2 Subsequently the accuracy of the method was shown by ascending functional phlebography3 and later confirmed by numerous workers. [4] [5] [6] [7] The original method used a scaler, but was superseded by a much simpler technique using a ratemeter. 8 The results using a scaler and a ratemeter were compared.8 Well over 1,000 patients have now been investigated by us using the l25I-fibrinogen test. It was pointed out when the ratemeter was introduced that the most accurate method in diagnosing a thrombus was a 20% difference in radioactivity. Subsequent experience has confirmed this. I am happy to see that Negus and his colleagues agree that 20% is a more accurate measurement than 15% . 9 There is no doubt that the '21I-fibrinogen test is the most useful method at present available for screening large numbers of patients and detecting early, forming thrombi. It is particularly useful in postoperative patients. Nevertheless we have made it clear'0 that there are defects. In the more proximal veins, in the groin and pelvis, there is not sufficient difference in the radioactivity over the veins and adjoining tissues to be confident about diagnosis of thrombosis. In addition, there are difficulties with established thrombosis where the process is static or resolving.
We 
